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Introduction
The relationship between sexual behaviour, sexually acquired infection and travel has long been noted in both popular culture and vernacular. Until recently, however, the strength of this relationship had not been quantified empirically. In the mid-1970s the existence of penicillinase producing Ngonorrhoeae (PPNG) was first recognised, and epidemiologists showed that the majority of infections reported in Europe had been acquired outside the borders of the continent.1-3 Although this situation has now changed and an increasing proportion of PPNG infections are acquired in the local community,4 it is not clear what proportion of other sexually transmitted infections are acquired abroad.
Despite recognition of the role of travel in the spread of sexually transmitted infections, and its potential for influencing sexual behaviour, very few studies have investigated the risks of acquiring a sexually transmitted infection associated with travel.5 In the United Kingdom only two previous studies have been published which detail the rate of risky behaviour during travel. In Nottingham Gillies We report here what we believe to be the first study to investigate the travel history of those presenting at a GUM clinic in an attempt to assess the contribution of sexual partnerships abroad to STD transmission. 
Results
During the three months of the study, 3978 patients attended James Pringle House and were given a diagnosis code from the KC60 reference list.10 In the same time period, 2556 patients had blood taken for syphilis serology. Of these, 462 (18%) were eligible for participation in the study as they had travelled abroad within the last three months. Overall we obtained 386 completed questionnaires during the study period, giving a response rate of 83%. Three hundred and twenty questionnaires had a clinic identifying number on them to which we were able to link a diagnosis code.
The majority of respondents were female (207; 54%), and the mean age of all respondents was 30-2 years (SD = 8.4). The majority of those having blood taken for syphilis serology were male (1375; 54%), but their overall mean age was similar to those completing questionnaires. Two hundred and seventyseven respondents (72%) were single, but 71% (274/386) had a current regular sex partner, although only 8% (30/386) were married and 10% (38/386) were co-habiting. Of the 179 male respondents, 57% (101/176) had had sexual intercourse, with another man at some time, and 25% (44/178) had never had sexual intercourse with a woman; all of these had had sex with a man. Three per cent of female respondents (6/200) had had sex with another woman, and 5 of these 6 women had also had sex with a man.
The most commonly cited reason for travel was holiday (239/385; 62%), followed by travel for business (113/385; 29%) (respondents were able to list more than one reason for travel 11 new partners abroad, all 5 were men, and 4 were heterosexual (1 was bisexual). Thus 22% (4/18) of heterosexual men with new partners abroad paid for sex with those partners. The majority (9/11; 81%) of their partners were from Asia, one was African and one was European. Two of the five men reported never or inconsistently using condoms with commercial sex workers. None of these men had a diagnosis of an STD on this clinic visit.
We asked respondents whether they used condoms during sexual activity with each new partner: over two thirds said that they used condoms occasionally or never with new partners. This figure was consistent for behaviour pre-(68%), during (69%) and post-(76%) travel. The remaining 30% reported always using condoms with new partners.
In analysing the data relating to the diagnosis of sexually transmitted infections, we have looked at the results of the 386 who completed questionnaires: 315 (82%) had a retrievable diagnosis code and thus had results available for analysis (table 3) . Sixty-one people (19%) had a diagnosis of a sexually transmitted infection, the rest had no abnormality detected. In comparing these 61 with the 254 without an infection, it was found that they were more Our results show a low reported consistent use of condoms: over two-thirds said they used condoms only occasionally or never with new partners, and this was the case for behaviour pre-, during and post-travel. This proportion may represent the worst case since a large number of our respondents were men who have sex with men and may be reporting oral sex without condoms. The group of men who reported homosexual activity (n = 101) reported the highest rates of sex with a new partner at the three temporal points. However, it is important to note that almost one quarter of heterosexual men and 18% of women reported a new sexual partner during their most recent trip abroad (again, a figure which corresponds to that found in our previous survey of travellers). As this was a self-completed questionnaire, we did not ask more detailed questions on specific types of sexual activity as this was found to have created a degree of confusion among some of the respondents in the pilot stage. Further travellers without an STD: they were more likely to be homosexual men, and they were less likely to use condoms (although the latter finding was not statistically significantly different). The results are important in terms of health education as they indicate that homosexual men may still be taking risks with their sexual health and exposing themselves to the risk of STDs, including HIV, as well as potentially exposing individuals abroad to HIV.
Our study has highlighted the extent to which our respondents put themselves at risk of acquiring a sexually transmitted infection during their most recent trip abroad. Whilst the people visiting our clinic are not representative of the travelling public as a whole or even of all STD clinic attenders, it should be remembered that the number of visits made abroad by members of the British public is high.'4 Thus even if the sexually active proportion of the total number of travellers is low, the absolute numbers of people at risk will be high. We have shown that in the study population those most at risk were people with a history of sexual behaviour which may previously have put them at risk of infection with an STD, and many had previously visited an STD clinic. This highlights the opportunity for health education about sexual health risks in any geographical location which can be incorporated into the visit of all attenders at a department of genitourinary medicine.
Furthermore, our results emphasise the need to repeat this type of survey in other clinics which may serve different types of GUM clinic attenders-for example, clinics with a lower percentage of homosexual men. It also suggests that improved surveillance mechanisms are required to assess the proportion of STDs which can be attributed to contact outside the UK. Only with a more detailed picture from different geographical areas in the UK can the true contribution of STDs acquired abroad be measured.
